. 8. No, 2
[—11.10-39
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P01 X21492

WRITE PLAINLY—USE UNFADPING BLACK INK—MAKE A PERMANENT RECORD

FIED AP 1 - 4 e

DEPARTMENT OF COM
BUREAU OF THE CENSUS

791

Registration District No...

MISSQURI1 STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.___.............. ...1.n fa

9251
2734

Siate File No

Regisirar's No

1. PLACE OF DEATH:

{a} County. -
Sf. Louis

(b) City or town
{If cutside city or town limbts, write “RURAL" and osime of township)
(¢} Name of hospital or institution:

812 Goodfellow
{1 oot in bospltal or Institction, write streot ber or location)
{d} Length of stay: In hospital or Inatitntion
{Bpecily whether

In this community.
yoars, months or daya}

47 _years

/’/‘1/

2. USUAL RES, DENCE OF DECEASED,
L] L]

(&) Counyy.

(11 rar/give location)

(c} IF foreign born, how longin . S, A2, years.

=l

8, {s) PRINT Lens Shapiro

Wilno
{City, town, or county)

Anna Shspiro
812 Goodrell ow

18, Birthplace

(State or foraign omml.r:r)

18. (@) Informant

o (b’ AA.I
17 (@ . Burial @) Date v 0
(Barin], cromation, or remove]) - . (aMbazh) CDay) (Year)
{c) P'Iace burial or cremation Bnai Amoons
14, (a) Signature of funeral director____ 1 .B.Berger

4'7 i85 MePhoramn

-%M

() Address

(Date oM v rogistrar)

MEDICAL TIFICABION
8. (8 If veteran 8. () Sodal Security 20. DATE OF DEATID, Mont day
- . . c thiist 0 J—
name war. NO No. Hone .[ hour..._..__[_,__._. n L#M.
fyCthat I attended the fro
6. Color or 6. (o) Single, widﬁ!wed. married, 19&{9

13 3
«sefemale mee. Mhite avorcea 1A OW __ that [ fast saw b ‘alive on 1070
6. (). Name of husbandorwife_____ . 8, (¢} Age cf hushand or wife if |} and that death ocoys ;

. . . Duration |
w—Blins Shapiro alive_._ ears | Immediste sV bg Entntmsi
7. Birth date of deceased__ADL11. 15,1869 - / |

“(Month) (Day) (Yoa) -
8. AGE; Years Months ‘Days If less than one day Due to o]
L ,// /!
70 11 ‘.’z. hr. min [ !
rae . Due to, L\
9. Birthplace____ 91 1110 Rugsia .. |- 777y 7
{City, town, or connty) (State or loreign couhtrf) / I
- QOther condition:
10. Usual occupation At H Qme i (tln:lrudem tions, e o ey I
;1. Industry or business PHYSICIAN
& { 12 Nome Pellek Ber Bierman /1 || Meigy ondinga: | : -
. . I Underline
ﬁ 13, Birthplace...~ Wl 11’10 RUSS i8 :\Phei;‘&':a:g
( S or countyk s _[State or foreign coghiry) .
14, Malden name...... HBeRnER™Tat klﬂ Of autopay. ]h°“ld| “t:
Rugsi £| tistically. -
=

22, If death was due to external causes, fill in the following:
(g} Accldent, suicdde, or homidde (specify)

(#) Date of occurrence.
{¢) Where did’injury oocur?
{Ci town) {County) (State)
{d) DId injury occur in or about home, on f:.rm in indnoatrial nlaee in public place?

ty typo of place)
(&) M of infury.
23. Signatu J ... (M. D. or other]
Address L Date sign:

532

(Licensed Embalmier's Statement on Reverss Side)




. .
= i - v
- -

il !'
]
| B
| . - - -
|

o e ; ’ T ! STATEMENT BY LICENSED EMBALMER .

. . - ' ' - .
" 1 hereby certify that the body whose naine is recorded on the reverse side of this certificate was embalmed by me, or DY e eeeeeeeesse s

.............. ﬂ.[ﬁiﬁéiﬁ - . , Registered Apprentice No. - e ,

WOfkmg under my personal supervision. ‘ ot // . . _
| . : - Signed 4 £ Ll : R

o . . "Licensed Embal:ﬂ%h _— /45?7 __________________________ -
. | - PO Addrcss%?/é—W¢f)

Notc' The above MUST BE SIGNED BY THE LICENSED EI\IBAL\IER in his OWN. HANDWRITING (Failure to eomply with
the nbove constitutes grounds for revocation of license.)

Ir this.b_ody is not embalined, nbove.. space should be left blank.




